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Introduction pathologic findings. Blood analysis, including co-
agulation tests and tumour markers, revealed normal
Idiopathic venous aneurysms are extremely rare. Until values, except for slightly raised ESR and gamma GT.
Doppler sonography demonstrated thrombosis of thenow, 16 cases of aneurysms of the inferior vena cava
(IVC) have been described in the English language infrarenal IVC and iliac, femoral and popliteal veins
bilaterally. Ultrasonography (US) and computed tomo-literature, only six of which were complicated by
thrombosis.1–6 Obstruction of the IVC, resulting in graphy (CT) had revealed a mass, 5 cm in diameter,
located on the right side of the lumbar spine, caudalpitting oedema and dilatation of the venous system
of the lower part of the body, is most frequently caused to the right kidney. Magnetic resonance imaging (MRI)
showed ‘‘infiltration’’ of the right psoas muscle (Figsby an ascending thrombosis from the lower extremities
or the iliac veins. Other causes of IVC obstruction are 1 and 2). The mass was considered to be a tumour
neoplasms of the vascular wall, such as leio-
myosarcoma, or extravascular tumors including en-
larged retroperitoneal lymph nodes, renal and soft
tissue tumors.1 These various entities may be difficult
to differentiate clinically. In the present case, a IVC
aneurysm with massive venous thrombosis mimicked
a retroperitoneal neoplasm, which was believed to
originate from the IVC.
Case Report
A 33-year-old woman was referred with a 4-week
history of increasing pain in the lumbar region, ra-
diating to the left leg. For 1 week her legs had been
swollen and painful. Her past medical history was
unremarkable.
On physical examination, she was obese with painful
and massively swollen legs. There were no other
Fig. 1. T1 weighted transversal MR image. Retroperitoneal mass of∗ Please address all correspondence to: E. de Bree, Department of
Surgery, The Netherlands Cancer Institute, (Antoni van Leeuwen- intermediate signal density. An extension of the mass into the psoas
muscle is visible. The muscle itself exhibits a normal signal intensity.hoek Huis), Plesmanlaan 121, 1066 CX Amsterdam, The Netherlands.
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be saccular or fusiform.3 The cause is unknown. It has
been suggested that they develop in the anastomoses
between embryological venous systems and that they
might be associated with other congenital cardio-
vascular anomalies.3 In venous aneurysms all three
layers of the normal vein wall are present, but elastic
and muscular layers may be thin.7 In contrast to venous
aneurysms of the neck, face and thorax, most patients
with abdominal venous aneurysms have symptoms,
including pain, rupture, intestinal bleeding, penile
bleeding and thromboembolism.6,7
Angiography, CT and MRI may demonstrate the
aneurysm. Doppler ultrasonography may demonstrate
concomitant thrombosis.3,5,7 A ‘‘layered gadolinium’’
sign on MRI strongly suggests their vascular nature
and precludes the mass being solid, excluding a neo-
plastic process.5 However, when the lumen of the IVC
aneurysm is completely obstructed by thrombosis, the
diagnostic value of these imaging studies is sig-
nificantly impaired. Such venous anomalies could be
confused with retroperitoneal tumours, such as sar-
Fig. 2. T2-weighted coronal MR image. Round retroperitoneal mass
comas, enlarged lymph nodes, neurogenic tumors andwith a high signal intensity. High signal intensity is also observed
in the vena cava inferior to the mass and in both iliacal veins. renal carcinoma, and primary IVC tumours, including
leiomyosarcoma and leiomyoma. However, positron
emission tomography (PET) may be able discriminatearising from the IVC with secondary thrombosis. US-
between benign and malignant retroperitoneal tu-guided fine needle aspiration (FNA) yielded only
mors.9 US- or CT-guided FNA may demonstrate malig-blood cells. At laparotomy, as the tumour was ex-
nant nature of a tumour, excluding an aneurysm. Whenplored, a distended lumbar vein was opened and blood
malignancy cannot be excluded, its nature should beclots were evacuated from the tumour, diminishing
determined by microscopic examination after surgicalits size considerably. This suggested the lesion was
intervention.benign. However, because malignancy could not be
Prophylactic surgical intervention should be con-concluded, the involved IVC segment with its adjacent
sidered in the abdomen.7 Because of the high morbidityfat and fibrotic tissue was resected from the confluence
and mortality associated with surgical treatment ofof the iliac veins to the level of the renal veins. An
venous aneurysms of the thorax, including aneurysmsiatrogenic lesion of the retracted right ureter was
of the intrathoracal IVC, and the low risk of developingoversewn. Venous reconstruction was not attempted
symptoms, asymptomatic, non-enlarging thoracic ven-because of the significant proximal extension of the
ous aneurysms can be safely followed.7 Surgical treat-thrombosis and the estimated high risk on secondary
ment of IVC aneurysms has generally consisted ofthrombosis of the graft. Histological examination dem-
complete or partial excision, especially if they areonstrated a thickened venous wall with dilatation and
diverticular or small necked in nature.3,6,7 Re-thrombosis of its lumen. No malignancy was observed.
construction with prosthetic replacement of the IVCThe diagnosis of a saccular 5 cm IVC aneurysm was
might be necessary to re-establish caval flow. However,made. The postoperative course was complicated by
the results remain discouraging because of the risk ofleakage from the right ureter, which was treated con-
postoperative graft thrombosis, due to enhanced graftservatively. With anticoagulation therapy and sup-
thrombogenicity, low velocity of blood and wall col-portive stockings the oedema of the lower extremities
lapsibility.7,8 In cases of concomitant massive throm-decreased significantly.
bosis of the proximal veins, reconstructive procedures
might be impossible. Placement of a suprarenal IVC
filter should be considered in patients with un-
Discussion resectable infrarenal aneurysms.3
In conclusion, the diagnosis of IVC aneurysm should
The normal diameter of the IVC ranges from 1.5 to be considered in the differential diagnosis of retro-
peritoneal tumors, and extensive radical surgery might3.7 cm.2 IVC aneurysms are extremely rare and may
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